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ABSTRACT
This study was designed to determine whether physical 
therapists' perceived risks for contracting hepatitis B had 
a significant effect on the acceptance or rejection of the 
hepatitis B vaccine. Knowledge and compliance with 
Universal Precautions was also explored.
The sample consisted of 122 physical therapists 
employed by general hospitals in Michigan which were greater 
than 200 beds with five or more therapists on staff. The 
participants completed a 26 item questionnaire.
The results indicated that 100% of the respondents were 
aware of the hospital's Universal Precautions policies.
Only 22.5% did not always carry them out in cases where they 
should. It was suggested that compliance could be increased 
by such measures as increased accessibility, reminders, and 
reviews. The majority (84.3%) of the respondents opted to 
receive the hepatitis B vaccine. The most common reasons 
for rejecting the vaccine were fear of pregnancy/breast 
feeding, concern of side effects, and avoiding medications.
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Chapter I
INTRODUCTION
In 1992, the Michigan Department of Public Health 
Division of Disease Control reported 14,957 cases of 
hepatitis B virus (HBV) infection in the United States 
(MDPH, 1992). Of the 14,957 cases, 176 of them were in 
Michigan (MDPH, 1993) . The Occupational Safety and Health 
Administration (OSHA) has estimated that approximately 5,900 
to 7,400 cases of HBV infection each year were attributed to 
occupational exposure (Fleming, 1991).
To minimize occupational exposure OSHA first published 
its proposed blood-borne pathogens standard on May 30, 1989. 
The standard mandated "engineering controls, work practices, 
and personal equipment that, coupled with employee training, 
will reduce on-the-job risks for all employees exposed to 
blood" (Fleming, 1991). This included a requirement by 
employers to offer, at their expense, HBV vaccinations to 
all employees with occupational exposure.
OSHA's standard covers employees "who may be reasonably 
anticipated to come into contact with human blood and other 
potentially infectious materials in order to perform their 
job" (Fleming, 1991). Greater than three quarters of the 
covered employees, 4.9 million, work in health care
facilities such as hospitals, nursing homes, and physicians' 
offices.
Research Problem
This research study expanded on previous research by 
Becker (1972), Christian (1991), and Ham (1992). The 
purpose of this present research was to determine whether 
physical therapists perceived themselves as being at risk 
for contracting the HBV. The study also explored the 
knowledge of Universal Precautions, and the convictions and 
reasons surrounding the acceptance or rejection of the HBV 
vaccine. The health belief model, formulated by Hochbaum, 
Leventhal, and Rosenstock, was utilized as the theoretical 
framework to describe the constructs of susceptibility, 
severity, barriers, and benefits.
Significance
In 1987, the Center for Disease Control (CDC) estimated 
the total number of HBV infections in the United States to 
be 300,000 per year, with approximately 75,000 (25%) of 
infected persons developing acute hepatitis (Mullan et. al., 
1989). The CDC also estimated that 12,000 health care 
workers per year become infected with HBV. Five to six 
hundred, of the 12,000, reguire hospitalization because of 
infection, and seven to twelve hundred of those infected 
become carriers. Of the infected workers approximately 250 
will die (Mullan et. al., 1989).
On August 21, 1987, the CDC published a recommendation 
to reduce the number of HBV and other blood-borne pathogen 
infections among health care workers (CDC, 1987a). The 
recommendation came to be known as Universal Precautions 
(See Appendix A). It proposed that blood and body fluid 
precautions be consistently used with all patients when in 
contact with potentially contaminated fluids.
Health care workers have been identified by the CDC as 
at risk for acquiring infections with HBV and other blood- 
borne pathogens. Because blood-borne pathogens, including 
HBV, are transmitted nosocomially, efforts to encourage 
proactive measures such as compliance with HBV vaccinations 
and Universal Precautions appear to be warranted. Analyzing 
the perception of risk among physical therapists will ensure 
knowledge of health beliefs and facilitate changes in 
programs directed towards increasing compliance with these 
measures.
Chapter II will review the literature and conceptual 
framework utilized in this study. Chapter III will explore 
the methodology of the research. Results will be presented 
in chapter IV and chapter V will review and discuss the 
results and implications for future studies.
Chapter II
Review of Literature
Documentation regarding the hepatitis B virus (HBV) has 
dated back to the 1800's . "This virus' modern history did 
not actually begin until the 1930's when individuals 
reported transmission of the virus while receiving human 
serum following an effort to produce vaccines for both 
measels and mumps (Radier & Margolis, 1989, p. 361). It has 
been reported that as many as one million people are now 
carriers of HBV. As health care workers we are threatened 
by this virus everyday. It is important for us to know how 
to protect ourselves from becoming infected with HBV.
To date, humans are the only natural hosts for the HBV 
(though several higher nonhuman primates have been shown to 
be susceptible to infection) (Hadler & Margolis, 1989). Age 
appears to be the most important determinant as to whether 
or not an individual will develop into a chronic carrier, 
with newborns being the highest at risk group category 
(Hadler 1989).
The HBV is a member of a fairly new viral family, 
Hepadnaviridae (Summers & Mason, 1982). Studies have shown 
that the means by which the HBV replicates is very similar 
to the human immunodeficiency virus (HIV). The HBV-DNA 
first uses reverse transcription to form a RNA intermediate.
It then converts back to DNA (Summer, 1984; Tiollais,
Charney & Vyas, 1981). In addition to its unique means of 
replication, the virus is only capable of replication in the 
liver.
Once the virus has entered a person's system, there are 
several "markers" which indicate its presence. The most 
useful of these markers is the hepatitis B surface antigen 
(HBsAg). This antigen is the glycoprotein coat of the HBV 
and indicates if an individual has an acute or chronic 
infection (Hadler & Margolis, 1989). Another marker which 
indicates exposure to the HBV is the anti-HBs. This is a 
specific antibody to HBsAg and appears following exposure to 
the antigen either naturally or through immunization (Hadler 
& Margolis, 1989). Antibody to hepatitis core antigen is 
the third marker following infection by the HBV. This 
antibody is made in response to the antigen which is present 
in the center of the viron (Hadler & Margolis, 1989). The 
last marker is the anti-HBe antibody. This antibody is 
frequently found in asymptomatic carriers, therefore it is 
not part of normal diagnostic blood work-up (Hadler & 
Margolis, 1989).
There are several ways an individual may become 
infected with the HBV. The first way is through parenteral 
or unapparent parenteral contacts through breaks in the skin 
or contamination of mucus membranes with infectious
secretions (Hadler & Margolis, 1989). Additional routes of 
transmission include inadequately cleaned and sterilized 
medical equipment as well as secretions, especially saliva 
and semen (Bancroft et al., 1977; CDC, 1985; Heathcote, 
Cameron & Dane, 1974; Jenison, Lemon, Baker, & Newbold,
1987). Though the above mentioned are legitimate ways in 
which the virus is passed, medical equipment does not 
present a serious threat in developed countries. Viral 
concentration in saliva and semen is 1/1000 that of blood 
(Hadler & Margolis, 1989). With such a low concentration, 
the chance of transmission through those bodily fluids is 
relatively low.
HBV can also be transmitted through person-to-person 
contact (Petersen et al., 1976). This contact can be in 
several forms. They are as follows: interpersonal contact,
secretions in the form of blood or saliva which may 
contaminate a non-intact skin barrier (Bancroft et al.,
1977; Petersen et al., 1976) and contamination of surfaces 
(Petersen et al., 1976). The HBV has the capability of 
remaining stable on inanimate objects, such as a table, for 
approximately five to seven days (Coastal Healthcare, 1992). 
Therefore, it is possible for an individual to contract the 
virus without having direct contact with the carrier.
The last transmission route for the HBV is from chronic 
carrier mothers to newborn babies during the vaginal
birthing process. This is considered to be the most 
effective route and is believed to occur through mucous 
membrane penetration of the HBV at the time of delivery 
(Beasley, Trepo, Stevens, & Szmuness, 1977; Stevens et al., 
1979). It has been inferred by the health profession that 
the cesarean section method of giving birth is not a 
transmission route, since the baby avoids contact with the 
vaginal mucus membrane. This theory was not found in the 
literature.
Several events must occur once a person has come in 
contact with the HBV for he or she to become infected.
First, the virus must enter the blood stream in order to get 
to the liver. This may occur directly through mucus 
membranes or through breaks in the integument (Hadler & 
Margolis, 1989). Following transmission to the liver there 
is an incubation period which lasts from six weeks up to six 
months (Hadler & Margolis, 1989). The mechanism by which 
liver injury occurs is not known. However, it is felt that 
immune tissue injury is the most probable cause for 
hepatitis (Thomas, Pignatelli, Goodall, Waters, Karayiannis, 
& Brown, 1984).
As mentioned earlier, age has the strongest correlation 
for the development of chronic hepatitis. Infants have the 
highest risk for developing chronic hepatitis at 90%. This 
decreases with age until the age of five when the risk is at
830%. By the time an individual reaches adulthood the risk 
has decreased to between 6-10% (Gerber & Thung, 1981;
McMahon et al., 1985; Stevens et al., 1979; Tiollais et al., 
1981).
Following transmission of the HBV to the liver, the 
host (human) may react in several ways. There is a wide 
spectrum of the disease which can develop, ranging from 
asymptomatic infection to fulminant hepatitis (Hadler & 
Margolis, 1989). Those individuals who suffer from 
persistent infection may remain asymptomatic or progress to 
chronic liver disease and develop primary hepatocellular 
carcinoma (PHC).
Hepatitis follows a predictable disease course. The 
first stage is known as the prodromal phase. This phase is 
characterized by malaise, weakness, and anorexia. Twenty to 
thirty percent of infected individuals develop jaundice 
which may persist several weeks to months (Hadler &
Margolis, 1989). Patterns of the various antigen-antibody 
vary with disease progression. HBsAg becomes detectable one 
to two months prior to the clinical onset of signs and 
symptoms. At the onset of illness anti-HBc appears (Hadler 
& Margolis, 1989). As the illness progresses, HBsAg begins 
to decrease while anti-HBc remains detectable for at least 
another 6-10 weeks in those cases in which the infection 
resolves (Hadler & Margolis, 1989). In persons who have
completely resolved their HBV infection, anti-HBs and anti- 
HBc persists as evidence of previous infection (Hoilinger & 
Lienstag, 1985). Those individuals whom infection persists, 
both HBsAg and anti-HBc remain detectable indefinitely 
(Hadler & Margolis, 1989). A diagnosis of chronic hepatitis 
is made if the HBsAg remains for greater than six months.
There are several groups of people which have been 
identified as being at risk for contracting the HBV. These 
are as follows: intravenous drug users, homosexual men,
health care workers, residents of institutions for the 
developmentally disabled, chronically transfused patients, 
and heterosexual contacts with carriers of the HBV (Francis 
et al., 1984).
When examining health care workers, the most common 
route of transmission occurs through parenteral or 
unapparent parenteral contact through breaks in the skin or 
contamination of the mucus membranes with infectious 
secretions (Hadler & Margolis, 1989). It is estimated that 
approximately 18,000 health care workers per year become 
infected with the HBV resulting in 250 deaths (McKenzie, 
1992). These deaths result from fulminant hepatitis, 
cirrhosis, or liver cancer. There are presently two means 
by which health care workers can protect themselves from 
transmission of this virus.
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The first preventative measure is the use of Universal 
Precautions. In 1987, the Center for Disease Control (CDC) 
published its recommendations regarding health care workers 
who come in contact with patients (See appendix A). These 
recommendations were termed Universal Precautions. It was 
called universal because it was intended for all patients 
regardless of their age or diagnosis upon admission. The 
need for Universal Precautions evolved from the ethical 
dilemmas which arose from the visible labelling of patients 
considered at risk for acquired immunodeficiency syndrome 
(AIDS) or hepatitis B (Stock, Gafni, & Bloch, 1990).
It becomes very costly to implement Universal 
Precautions in a health care facility. Studies have shown 
that costs run between $67,000 to $137,150 per case of 
hepatitis B prevented (Stock et. al., 1990). Though an 
extensive amount of money is spent each year on equipment 
for Universal Precautions, compliance remains relatively 
low. Hand washing is an inexpensive means of controlling 
infection, yet many health care workers do not faithfully 
engage in this activity (Stock et al., 1990). Education 
regarding Universal Precautions procedures and its 
importance in preventing the HBV transmission is of vital 
importance not only for HBV but other blood-borne pathogens 
as well.
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As compliance with Universal Precautions remains 
relatively low, other forms of protection are being 
explored. The hepatitis B vaccination has become the best 
alternative and most effective means for preventing HBV 
infection.
The hepatitis B vaccination was first introduced in 
1982 (Christian, 1991). The serum is prepared using 
purified inactive HBsAg from the plasma of human carriers.
In addition to the HBsAg, the preparation also includes 
pepsin, digestion and urea, and formaline treatment 
(Stadder, 1984). Following the initial dose, two additional 
inoculations are given at one and six months, respectively. 
Though the duration of immunity is not exactly yet known, it 
is recommended that a booster shot be given every five 
years.
In 1987, the Department of Health and Human Services 
and the Department of Labor set a standard in response to 
the HBV vaccination's success in preventing viral infection. 
This stated that all employers must provide free HBV 
immunization to all employees considered at risk for 
contracting the HBV. An employee cannot be forced to 
receive the vaccination but must sign a waiver form stating 
it was offered to them.
As of 1990, only 30% of health care workers had 
received the vaccination series. In a 1991 survey it was
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shown that only 52% of the health care workers knew that the 
vaccine was available (McKenzie, 1992). It is clear that 
more education is needed regarding the HBV. Hospitals need 
to become involved with mass immunization programs and 
educational seminars to protect health care workers from 
becoming infected with this virus (McKenzie, 1992).
In order to analyze the issues surrounding the low 
percentage of health care workers receiving the vaccine, the 
health belief model was used as the conceptual framework for 
this research. The health belief model interprets persons 
decisions and behaviors regarding their own health. Several 
studies have relied on this model to examine these issues. 
Health Belief Model
The concern with health behavior developed during the 
1950's. The theoretical framework of the Health Belief 
Model as described by Rosenstock (1974) assumes that health 
behavior is based on an individual's beliefs. The model was 
developed to understand the relationship between attitudes 
and behaviors governing the motivation to seek action in 
prevention, diagnosis, and treatment of diseases. Health 
behavior was explained by the HBM using the following four 
concepts :
(1) Perceived susceptibility pertains to the 
individual's view of the risk of experiencing a disease 
or condition.
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(2) Perceived seriousness (severity) describes the 
amount of threat associated with the disease or 
condition.
(3) Perceived benefits refers to the effectiveness of 
a specific behavior in reducing the threat of the 
condition.
(4) Perceived barriers are the negative components of 
the anticipated behavior.
Kasl and Cobb (19 66) viewed the HBM from a 
sociopsychological perspective. They began their study with 
the following three definitions:
(1) Health behavior - any activity undertaken by an 
individual believing himself to be healthy for the 
purpose of preventing disease or detecting it in an 
asymptomatic stage.
(2) Illness behavior - any activity undertaken by an 
individual who feels ill to define the state of his 
health and to discover a suitable remedy. This 
includes complaining and consulting friends and health 
professionals.
(3) Sick role behavior - the activity undertaken by 
those who consider themselves ill for the purpose of 
getting well. It involves receiving treatment from 
appropriate health care workers.
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This study was concerned with health behavior as it 
relates to seeking preventive health measures. Kasl and 
Cobb (1966) asserted that a positive correlation between 
individuals who are more inclined to take preventive 
measures (health behavior) and those who seek diagnosis and 
treatment (illness and sick role behavior), should not be 
assumed. This is partially due to the fact that the 
stimulus which initiates illness behavior is usually the 
symptom itself, whereas preventive health behavior may be 
stimulated by mass media, friends, educational material, or 
other unknown factors. It may also be that some individuals 
have a tendency to underestimate their susceptibility to a 
disease in the absence of symptoms, but overestimate it 
after symptoms present.
The first major study using the concepts from the HBM 
and health behavior was completed by Hochbaum (1956). The 
study used 1200 subjects to identify factors influencing 
decisions to have chest x-rays for the detection of 
tuberculosis. Results suggested that perceived benefits and 
susceptibility were related to receiving voluntary chest x- 
rays. The limitations of this study were that reliability 
and validity were not tested and data was limited to a 
nominal level of measurement.
Kasl and Cobb (1966) also looked at preventive health 
measures. This research summarized studies of participation
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in free health examinations. The results indicated that high 
participation rates were more likely to occur in non- 
caucasians, young, or middle-aged individuals with 
residential stability and a history of utilization of 
medical services. Females and residents of rural 
communities also showed greater participation rates. 
Inconsistent results were found with regard to income, 
socioeconomic status, and education.
Reviewing the attitudes of individuals utilizing free 
medical examinations, Kasl and Cobb (1966) found that they 
generally considered health matters important, saw 
themselves as susceptible, and wanted to find out about the 
illness they may have had. They also believed in the curing 
power of modern medicine. The health exam was viewed as 
advantageous to these individuals for two reasons: they 
would profit from an early detection, and appearance of 
symptoms is not always associated with early detection.
When cost was added to the health examination, the number of 
individuals receiving the exam decreased and the decline was 
proportional to the decrease in socioeconomic status.
The same general model of action used by Kasl and Cobb 
to explain participation in health examinations was 
supported in a study of preventive dental care by Kegeles 
(1963). The study used the HBM variables of susceptibility, 
severity, benefits, and barriers and a sample of 430 factory
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employees. The frequency and purpose of dental visits for 
the preceding three years were recorded. Conclusions 
revealed that the largest number of preventive visits were 
made by individuals holding all four beliefs (78%). The 
number of preventive visits declined as the number of 
beliefs decreased. Kasl and Cobb (1966) also concluded that 
the positive association of education, income, and 
occupational status with preventive dental visits seemed to 
be more resolute and linear than the relationship with 
health examinations. Individuals viewed themselves as more 
susceptible to dental decay than to tuberculosis or cancer, 
but dental decay was not seen as contagious or deadly. 
Criticism of Kegeles' study was directed towards the 
retrospective data gathering style.
Kasl and Cobb (1966) discovered similar demographic 
consistencies upon examination of acceptance of free polio 
vaccines. Results indicated that individuals who were 
younger, more educated, and had higher income and social 
class were more likely to receive the free polio vaccine. 
When social class was not a variable, women and African 
Americans were more receptive of the vaccine. The more 
informed the individual was about the vaccine, the greater 
the acceptance. Among individuals with little education, a 
positive correlation was found between perceived 
susceptibility and acceptance of the vaccine.
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In contrast, Kasl and Cobb (1966) concluded that 
acceptance of free influenza immunizations among an 
industrial population was not linked to differences in age, 
sex, job classification, or union status. Among this 
population, results showed that overall one-half to two- 
thirds of the individuals received the immunization. Upon 
examination of the perceived benefits of the immunization 
program, it was found that among individuals who received 
the immunization, more positive attitudes were expressed by 
those who did not have influenza subsequent to inoculation. 
Conversely, among individuals who did not receive the 
immunization, more positive attitudes were communicated by 
those who had influenza.
In addition to perceived benefits and the three other 
concepts of the health belief model, Becker (1972) added a 
fifth concept of health motivation. Health motivation 
relates to the state of intent leading to behaviors to 
maintain and improve health. In general, behavior is 
predicted from the value of an outcome and the expectancy 
that a given action will result in that outcome (Becker, 
Drachman, Kirscht, 1972).
Champion (1984) conducted research to develop valid and 
reliable scales to test the ability of the concepts of the 
health belief model to predict health behavior. The 
concepts included the four developed by Rosenstock and the
18
fifth concept of health motivation later added by Becker.
A convenience sample of 301 females was used with the 
dependent variable of self breast examination chosen for 
scale development. After necessary revisions, the scales 
were found to be reliable and valid measures of the health 
belief model concepts.
In the next chapter the methodology for this study 
will be explored. Presentation of results will be in 
chapter IV. Chapter V will focus on discussion of the 
results and implications for future studies.
Chapter III 
Methodology
This research design was a descriptive study utilizing 
the survey method. The design was used to measure physical 
therapists' knowledge of the hepatitis B virus as well as 
their perceived risk for contracting this virus. In 
addition, knowledge of Universal Precautions was measured. 
Sample; The sample consisted of physical therapists 
employed in Michigan general hospitals greater than 200 beds 
with five or more therapists on staff. The sampling frame 
was developed with the aid of the 1992 American Hospital 
Association Guide. This guide listed all hospitals in the 
state of Michigan by bed size and general patient 
population. This allowed for exclusion of those hospitals 
that had less than 200 beds and those considered specialty 
hospitals. These hospitals did not meet the inclusion 
criteria as described above. Specialty hospitals were 
defined as psychiatric hospitals. There were 62 hospitals 
in the state of Michigan which meet the inclusion criteria. 
Each hospital was assigned a number. Hospitals used in this 
study were selected using a random number table until the 
desired sample size of thirty hospitals was acquired. An 
initial letter was sent to all hospitals in the sample 
population (See Appendix C). This letter requested that the
19
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supervisor of the physical therapy department send the 
investigators the number of physical therapists in their 
facility which met the inclusion criteria. All hospitals 
responded to this letter. Twenty of the facilities fully 
met the inclusion criteria of five or more therapists on 
staff. Seven hospitals did not have the required five staff 
therapists, two were primarily mental health facilities, and 
one dissolved its physical therapy department.
Instrument
Description; The questionnaire used in this study was a 
modified version of the "Infection Control Survey" by 
Rosemary Ham. This survey was first developed by Dr. M. 
Becker and revised for Ham's study. The revised 
questionnaire from Ham was were used in combination with a 
survey by Margaret Christian, "Influenza and hepatitis B 
vaccine questionnaire" for the present study.
The instrument was a self administered mail 
questionnaire. The therapists were asked to respond on a 
seven point Likert scale, ranging from strongly agree to 
strongly disagree as well as to yes/no questions. Written 
permission was obtained from Becker, Ham, and Christian to 
use their survey and to modify as needed (See Appendix B).
The survey was modified to include 26 questions (See 
Appendix E). Eight questions examined the respondents
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perceived susceptibility for contracting the HBV. Five 
auestions looked at the respondents feelings towards the 
,verity of the disease which develops from the HBV. There 
were three questions which explored therapists' views 
regarding the benefits of Universal Precautions as well as 
three questions which examined barriers to Universal 
Precautions or the hepatitis B vaccination. Two questions 
determined the subjects knowledge of Universal Precautions 
and one question was concerned with what would motivate them 
to comply with Universal Precautions.
In addition to the above questions, three questions 
were included to obtain demographic information. The needed 
information included age, years worked in the health field, 
and primary patient population treated.
Validity/Reliability: Validity and reliability of the 
questionnaire had been established by the previous authors. 
In Rosemary Ham's study, validity was established using a 
method developed by Lynn and modified by Deets and George.
In this method, the instrument was quantified and judged by 
a group of experts. These experts consisted of ten Master's 
prepared nurses. Reliability for this instrument was 
determined by the test-retest approach. Using this method a 
correlation coefficient of r = .8591 was calculated for the 
questionnaire.
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Margaret Christian used the pilot study method as a 
means of determining validity. The questionnaire was 
distributed to a wide variety of hospital employees with 
varying degrees of educational background and age.
Following completion of the questionnaire, the test group 
was gathered to discuss their understanding of each question 
to determine if the appropriate reading level was achieved 
by the author. Those questions in which discrepancy was 
found were examined and rewritten. Several questions were 
replicated from an earlier questionnaire by Christian. 
Therefore, reliability as previously determined was 
accepted.
Procedures
Data Collection: Once the information regarding the number
of therapists at each facility was obtained from the 
department supervisor, the questionnaire was mailed to all 
members of the sample population accompanied by a cover 
letter (See Appendix D). This letter contained instructions 
on how to properly complete the survey as well as statements 
of consent and approval by the Human Subject Review Board of 
Grand Valley State University. A second mailing was 
conducted for those hospitals that did not respond. One 
hundred and sixty nine questionnaires were mailed to the 
sample population. Four hospitals were included in the
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second mailing as no questionnaires from those hospitals 
were returned. Following the second mailing there was one 
facility left which did not respond. A total of one hundred 
and twenty-two questionnaires were received by the 
investigators resulting in a 72.2% return rate.
One hundred and nine of the respondents completed the 
demographic portion of the questionnaire. The majority 
(n=52) were between twenty to thirty years of age. As the 
age groups increased, the number of people in each group 
decreased. None of the respondents were in the sixty one 
year or older age group. Table 1 indicates the number of 
respondents in each age group.
Table 1
Respondents bv Age Group
Age Group n %
20 - 30 years old 52 47.7
3 1 - 4 0  years old 35 32.1
41 - 50 years old 18 16.5
51 - 60 years old 4 3.7
61+ years old 0 0
Each person responded to the number of years he has worked 
in the health care field. Most (n=35) had worked for
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greater than ten years. Three to five years was also common 
(n=32). Health care field was not limited to only time 
practicing as a licensed physical therapist. The results 
are listed in Table 2.
Table 2
Respondents Bv Years Worked in the Health Care Field
Years Worked n %
2 years or less 19 17.4
3 -5 years 32 29.4
6-10 years 23 21.1
+10 years 35 32.1
Table 3 identifies the respondents by the patient population 
they treat most frequently. The respondents were asked to 
check all that apply. Of the 109 respondents the most 
common patient population they treated were acute post 
surgical patients (78.9%). Neurological and geriatric 
patients were also commonly treated by these therapists 
(67.9%).
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Table 3
Respondents bv Patient Population Primarily Treated
Population n %
acute post surgical 86 78.9
acute amputee 46 42.2
wound care 59 54.1
orthopedic non-surgical 59 54.1
neurological 74 67.9
pediatric 29 26.6
geriatric 74 67.9
Data Analysis: Data analysis was done using percentages.
These percentages were based on the constructs of the health 
belief model. The questions were divided into the following 
categories: knowledge, benefits, susceptibility, severity,
barriers, and motivation. An average was calculated for 
each question within all categories and then an overall 
percentage was established for each of the concepts.
Results of the study will be presented in the next 
chapter followed by a discussion of these results in chapter 
V.
Chapter IV
RESULTS
Health Belief Model
The purpose of this research was to measure physical 
therapists' perception of their risk for contracting 
hepatitis B. This study also explored their knowledge of
Universal Precautions and the convictions and reasons
surrounding the acceptance or declination of the hepatitis B
vaccine. The perceptions and attitudes were examined via a
survey questionnaire. The health belief model was used as 
the theoretical framework for assessing their perceptions 
and beliefs. Each of the five constructs from the model was 
used to categorize the questions of the survey and were 
examined separately. The answers were charted according to 
a three point scale of "agree," "neither agree nor 
disagree," and "disagree."
Knowledge
Knowledge of Universal Precautions was first examined. 
Two questions looked at knowledge. Neither question was 
answered by all of the respondents. Tables 4 and 5 indicate 
the percent response for each question relating to knowledge 
of Universal Precautions.
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Table 4
Response to Awareness of Universal Precautions
Item % yes % no
Are you aware of the 
hospitals UP
100 0
Table 5
Response to Knowledge of Universal Precautions
Item % agree % neither agree 
nor disagree
% disagree
I am very familiar 
with the contents 
of the UP policy
92.5 4.2 3.3
From the information presented in these tables it is 
apparent that all of the respondents are aware of Universal 
Precautions with the majority (92.5%) agreeing they are very 
familiar with its contents.
Benefits
The first construct of the health belief model, 
perceived benefits, was examined by three items. The 
results of these items are presented in Table 5. Not all 
respondents answered each item.
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Table 6
Response to Perceived Benefits
Item % agree % neither agree 
nor disagree
% disagree
I think that the 
UP Policy should be 
applied to the treat­
ment of every patient
89.8 4.2 5.9
Following the 
UP Policy would 
significantly decrease 
the chances of my 
contracting a hospital- 
acquired infection
93.3 0 6.7
Following the UP 
Policy would 
significantly decrease 
the chance of my 
contracting hepatitis B
93.3 1.7 5.0
The majority of the respondents agreed with all questions 
relating to the perceived benefits of Universal Precautions. 
The percentage of respondents who felt Universal Precautions 
should be applied to the treatment of every patient was 
89.9% while 93.3% felt following Universal Precautions would 
significantly decrease the chance of contracting hospital- 
acquired infection or hepatitis B.
Susceptibility
Table 7 shows the results of the eight items in the 
questionnaire relating to perceived susceptibility.
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Table 7
Response to Perceived Susceptibility
Item % agree % neither agree 
nor disagree
% disagree
I have extensive 
contact with 
patients who have 
disease/infections 
transmitted by the 
blood-borne route
43.4 21.3 35.2
I worry that my work 
activities put me at 
risk for contracting 
hospital acquired 
infections
46.7 20.5 32.8
I worry that my work 
activities put me at 
risk for contracting 
hepatitis B
35.5 19.0 45.5
I am the kind of 
person who gets sick 
often
12.4 9.0 78.5
I am the kind of 
person who is likely 
to get hepatitis B
32.8 34.5 32.8
In general, I am not 
as likely to get as 
sick as most of my 
co-workers or friends
43.1 31.0 25.9
My chances of getting 
hepatitis B sometime 
in my career are high
15.1 21.0 63.9
Working in a physical 
therapy department 
decreases my chance 
getting hepatitis B
6.7 20.2 73.1
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From this table it can be concluded that most of the 
respondents (78.5%) do not feel they get sick often. The 
respondents appeared to be unclear as to whether or not they 
felt working as a physical therapist put them at greater 
risk for contracting hepatitis B. The majority (63.9%) 
disagreed with the statement "my chances of getting 
hepatitis B sometime in my career are high," yet 73.1% 
disagreed that working in a physical therapy department 
decreased their chance of getting hepatitis B. The 
respondents did not show clear agreement/disagreement 
regarding their risk of acquiring hepatitis B through their 
work activities.
Severity
Table 8 reports the results of the third construct of 
the health belief model, perceived severity. Five questions 
explored this issue. Not all questions were answered by 
every respondent. The items and percent responses are 
listed.
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Table 8
Response to Perceived Severity
Item % agree % neither agree 
nor disagree
% disagree
If I had hepatitis 
B my future would be 
ruined
32.5 25.6 41.9
I would rather have 
any other disease 
besides hepatitis B
13.1 20.5 66.4
If I had hepatitis B 
I could still live a 
normal life with 
proper treatment
53.7 28.9 17.4
If I got hepatitis B 25.6 
my present and future 
sexual relations would 
be destroyed
27.3 47.1
If I had hepatitis B 
I would probably die 
soon
3.3 15.6 81.1
The respondents did not appear to perceive hepatitis B as a 
severe disease. This is most noticeably demonstrated by a 
81.1% disagreement with the statement "if I had hepatitis B 
I would probably die soon.
Barriers
Two items in the questionnaire were designed to examine 
the respondents perceived barriers to following Universal 
Precautions. Table 9 presents these results.
Table 9
ResDonse to Perceived Barriers
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Item % agree % neither agree 
nor disagree
% disagree
Sometimes I am too 
busy to carry out 
the UP Policy in 
cases where I should
22.5 2.5 75.0
Sometimes I forget 
to carry out the UP 
Policy where I 
should
22.5 .8 76.7
The majority of the respondents (75.0%) disagreed that they 
do not carry out Universal Precautions in cases where they 
should. In addition, most (76.7%) disagreed that they 
sometimes forget to carry out Universal Precautions where 
they should. The respondents did not feel they were a 
barrier to following Universal Precautions.
One additional question explored barriers. This 
question looked at whether or not the respondents had 
received the hepatitis B vaccination. If the respondent did 
not receive the vaccination they were asked to respond 
further to questions as to their reasons for not being 
vaccinated. The results to these items can be found in 
Tables 10 and 11.
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Table 10
Response for Hepatitis B Vaccination Series
Item % yes % no
I have had the hepatitis B 
vaccination series
84 .3 15.7
There were one hundred and twenty-one respondents to this 
question. One hundred and two or 84.3% reported they had 
received the vaccination while nineteen or 15.7% had not. 
Table 11 is based on these nineteen individual results.
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Table 11
Response to Reasons for Not Receiving Vaccination
Item % yes % no
(if female) Concerns of 
pregnancy or breast­
feeding
36.8 63.2
Newness of vaccine 10.5 89.5
Schedule of doses too 
complicated
15.8 84.2
Concern of side effects 36.8 63.2
Avoid medications when­
ever possible
26.3 73.7
Concern from getting 
AIDS from the vaccine
0 100.0
Not enough exposure to 
hepatitis B to get vaccine
15.8 84.2
Hepatitis B is not a 
serious disease
0 100.0
Vaccine is not effective 0 100.0
Cost to employee 0 100.0
Concern about pain and 
discomfort
21.0 78.9
Vaccine administration 
inconvenient
21.0 78.9
No one recommended it 
to me
5.3 94.7
Friend recommended 
against it
5.3 94.7
Concerns about getting 
hepatitis B from vaccine 11.8 88.2
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This table reported that there were many reasons the 
nineteen respondents chose not to be vaccinated. The two 
most common of these reasons were concerns of pregnancy 
(36.8%) and concern of side effects (36.8%). Avoidance of 
medications whenever possible was also cited as a common 
reasons with 26.3%.
Motivation:
Respondents were asked to express ways in which 
compliance with Universal Precautions would be made easier. 
Nighty-one people responded to this question. Table 12 
reveals the top five commonly stated answers and the 
percentage occurrence in descending order.
Table 12
Motivators to Increase Compliance With Universal Precautions
Statements % occurrence
Easier access 32.9%
Posted Reminders of UP 15.4%
Posting of pt's status 9.9%
Periodic review of UP 8.8%
Education/Inservice 8.8%
Easier access to equipment was most commonly cited at 
32.9%. Posting of Universal Precautions as well as 
patients' status were also stated as motivators at 15.4% and
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9.9%, respectively.
In the next chapter, these results will be discussed as 
well as implications and recommendations for future 
research.
Chapter V
DISCUSSION AND IMPLICATIONS
Discussion
This study was designed to determine whether physical 
therapists' perceived risk for contracting hepatitis B had a 
significant effect on the acceptance or rejection of the 
hepatitis B vaccine. Knowledge and compliance with 
Universal Precautions was also explored.
Examination of the perceived susceptibility construct 
of the health belief model revealed that the majority of 
respondents did not perceive themselves at high risk for 
contracting hepatitis B. The majority of respondents 
(63.9%) disagreed that their chances of getting hepatitis B 
sometime in their career were high. Responses to the 
statement "I worry that my work activities put me at risk 
for contracting hepatitis B" were more evenly distributed. 
The results showed that 3 5.5% of the respondents agreed with 
the statement, but the majority (45.5%) disagreed. In 
contrast, the majority of respondents (73.1%) disagreed with 
the statement "working in a physical therapy department 
decreases my chances of getting hepatitis B." A possible 
explanation for this inconsistency may be attributed to the 
ambiguity of this statement. It should have read "working
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in a physical therapy department as compared with other 
areas of the hospital decreases my chances of getting 
hepatitis B."
A possible reason why the respondents did not consider 
themselves a high risk group may be related to the 
demographic data. In selecting large hospitals with at 
least five physical therapists who worked primarily with 
inpatients, homogeneity of the sample was maximized. Acute 
post surgical was the most commonly cited patient population 
(78.9%). Neurological and geriatric patients scored equally 
as the second most common patient population (67.9%).
Perhaps the non-invasive nature of the job, in combination 
with the minimal amount of blood and body fluids associated 
with the latter populations, decreased the amount of threat 
posed by these groups. In addition, the non-threatening 
stereotypes of the elderly may have influenced the 
responses.
According to the health belief model, it was reasonable 
to expect that a lower perception of risk for contracting 
hepatitis B would correlate with a lower incidence of 
acceptance of the vaccine. This expectation was not 
supported by the data. This study found the overall 
incidence of acceptance of the hepatitis B vaccine by the 
respondents to be 84.3%. An increase in acceptance was 
noted when compared with Merck, Sharp, and Dohme who found
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in 1990 that only 30-40% of high risk health care workers 
received the hepatitis B vaccine (Christian, 1990). 
Similarly, Christian's study (1990) discovered that 46.6% of 
all hospital employees received the vaccine.
This study explored the primary reasons for not 
accepting the hepatitis B vaccine. Concerns of pregnancy or 
breast feeding and concern of side effects were the two most 
commonly cited reasons. In descending order of occurrence, 
avoiding medications, concern about pain and discomfort, and 
inconvenience were also cited. In comparison, Christian's 
study (1990) revealed the primary reasons in descending 
order as not enough exposure, avoiding medications, concern 
about side effects, and getting hepatitis B from the 
vaccination. It was interesting to note that in this 
present study the respondents perceived themselves at low 
risk for contracting hepatitis B. However, not enough 
exposure was not cited as one of the top reasons for 
rejecting the vaccine, as it was in Christian's study 
(1990).
A possible explanation for the difference in the 
primary reason cited between the two studies may be related 
to demographics. This study surveyed only physical 
therapists, who were predominantly female. It would 
therefore be expected that a higher "yes" response to
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concerns of pregnancy and breast feeding would be given. In 
contrast, Christian (1990) surveyed all hospital employees. 
Conclusions of the Health Belief Model
Severitv; The data from this study suggested that the 
majority of respondents did not perceive the threat of 
contracting hepatitis B as serious. The majority (53.7%) of 
the respondents agreed that they could still live a normal 
life if they had hepatitis B, while only 13.1% agreed that 
they would rather have any other disease than hepatitis B. 
The data indicated that the respondents were more divided on 
the statement "if I had hepatitis B my future would be 
ruined." Only 32.5% agreed, while 41.9% disagreed, and 25.6% 
neither agreed nor disagreed. This contrasted with Ham's 
study (1992) on AIDS which found that the majority of the 
respondents viewed contracting AIDS as serious. This may be 
due to the higher mortality rate and media exposure of AIDS 
compared with hepatitis B.
Susceptibility: From this data it appeared that the 
majority of respondents agreed they were susceptible to 
infection (43.4%) and worry about the risk (46.7%). This 
compared to Ham (1992) who found 63% agreed they were 
susceptible to infection and 74% worry about this risk. 
Becker et al. (1990) similarly found that 78% agreed they 
worried about their contact and risk. The decreasing 
percentages among the three studies may be attributed to
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increased availability and compliance with protective 
measures such as Universal Precautions and the vaccine.
Benefits; The majority (93.3%) of the respondents 
agreed that following the Universal Precautions policy would 
significantly decrease the chances of contracting a 
hospital-aquired infection or hepatitis B. An increasing 
trend was noted when compared with previous studies of Ham 
(1992) and Becker et al. (1990) who found 89% and 82% of the 
respondents, respectively, believed that following the 
Universal Precautions policy would significantly decrease 
their chances of contracting a hospital-aquired infection. 
This trend may be explained by the increase in education and 
awareness regarding the Universal Precautions policy.
Barriers: Only 22.5% of the respondents agreed that
sometimes they were too busy or forgot to carry out the 
Universal Precautions policy where they should. Again, a 
trend was discovered when compared with studies by Ham 
(1992) and Becker et al. (1990). Ham (1992) found 36% of 
the respondents were too busy and 40% sometimes forgot to 
carry out the Universal Precautions policy where they 
should. Becker found 51% of the respondents were too busy 
and 44% sometimes forgot to carry out the Universal 
Precautions policy v/here they should. Education and 
awareness may also explain this decreasing trend.
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Motivation; When asked what would increase compliance 
with the Universal Precautions policy, 32.9% of the 
respondents (n=91) reported that more easily accessible 
equipment would help. Reminders, posting of patients with 
infectious diseases, periodic reviews, education, and 
inservices (in descending order) were also listed as means 
to increase compliance. This compared with Ham (1992) who 
cited similar responses in her study.
Limitations and Strengths of Research
This research study was limited by several factors. 
Limitations, inherent to the research design, were revealed. 
The specificity of the sample, physical therapists who 
worked in Michigan general hospitals greater than 2 00 beds, 
made it difficult to generalize to a larger or smaller 
population of health care workers. This study was 
exploratory in nature and the majority of results were 
descriptive statistics rather than inferential, thereby 
reducing the significance.
A possible threat to the internal validity of this 
study was discovered. The resultant perception of risk for 
contracting hepatitis B may have been decreased, since the 
majority of respondents had already been vaccinated.
The questionnaire itself posed some limitations. It 
did not assess the respondents' knowledge of the hepatitis B 
virus. Assessment of the respondents' knowledge of
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transmission and contractility of the virus may lead to 
insight regarding reasons for acceptance or rejection of the 
vaccine. In addition, the questionnaire did not explore why 
the respondents received the vaccine. It is impossible to 
infer whether the respondents accepted the vaccine because 
they felt they were at risk or because it was offered free 
of charge.
The statement, "working in a physical therapy 
department decreases my chances of getting hepatitis B" was 
vague. It did not convey what the researchers had intended 
and, therefore, was not statistically valid.
Lastly, due to the fast-paced, busy nature of the 
physical therapy field, the respondents may not have had 
adequate time to answer the questions. The results may not 
have acçurately reflected the intentions of the respondents.
The strengths of this study were found in both data 
collection and research design. A large sample size (n=122) 
was used with a subsequent high response rate of 72.2%. 
Strict-measures were also taken to ensure the randomness, 
anonymonity, and homogeneity of the sample.
This research supported previous research by Becker et 
al. (1990), Christian (1990), and Ham (1992). By utilizing 
the health belief model as the theoretical framework, 
objective analysis of the respondent's beliefs and
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perceptions was facilitated. Statistical analysis was also 
better organized using this model.
Implications
This study has offered insight into the knowledge and 
health beliefs of a select group of physical therapists 
regarding hepatitis B and the Universal Precautions policy. 
However, it has also raised issues and questions that need 
further clarification. The high rate of transmission of 
hepatitis B and other infections will place greater and more 
complex demands upon health care workers in the future. 
Providing relevant and comprehensive education to students 
of health care professions, as well as inservice education 
to health care workers, will help dispel fears and myths 
surrounding hospital-acquired infections. Stressing the use 
of the Universal Precautions policy and acceptance of the 
hepatitis B vaccine as proactive measures for infection 
control is of major importance for quality health care.
This research indicated the need for education of 
physical therapists regarding the contractibility and 
transmission of hepatitis B. Increased education may 
increase physical therapists perceived susceptibility and 
thus compliance with the hepatitis B vaccine and the 
Universal Precautions policy.
Compliance with the vaccine can also be increased by 
addressing the reasons given for rejection of the vaccine.
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The Health Belief Model asserts that if the benefits of a 
health care behavior, such as receiving the vaccine, 
outweigh the perceived risk of the behavior, such as side 
effects and pain and discomfort, than the person is more 
likely to exhibit that behavior. Therefore, education 
emphasizing the minimal risks and side effects associated 
with the vaccine compared with the benefits is indicated.
This research also reported how compliance with the 
Universal Precautions policy may be increased. Health care 
facilities need to be made aware of the measures that can be 
taken such as easier accessibility to equipment, review, 
reminders, and education to ensure maximal compliance with 
the Universal Precautions policy.
Although only a small percentage of the respondents 
(5.3%) answered "yes" to "no one recommended it to me" as a 
reason for rejecting the hepatitis B vaccine, this was 
significant. OSHA mandated that all hospital employees must 
be offered the vaccine free of charge. Therefore, stricter 
control over this policy may be indicated.
Recommendations
It is recommended that if this study is to be 
replicated or expanded upon, several factors need to be 
considered to increase the generalizabi1ity. Since this 
research targeted physical therapists as one subgroup of 
health care workers, it is recommended that a broader
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spectrum of health professionals be surveyed. Sampling in 
geographic regions other than Michigan will enhance 
comparison with previous research. Surveying of various 
sizes of hospitals will also increase the ability to 
generalize.
Stratifying the sample according to urban and rural 
populations may lead to further insight into health care 
beliefs. Therapists who work in an urban setting may 
perceive themselves at greater risk for contracting the HBV 
because of the increased high risk behavior associated with 
urban populations. This survey may also be given to the same 
population used in this study, but in reference to AIDS 
instead of hepatitis B.
Amendments to the questionnaire may also be considered 
for future research. The addition of questions assessing 
the knowledge of the hepatitis B virus as well as the 
knowledge of specific universal precautions policies would 
be beneficial. Exploration of why the vaccine was accepted 
is also indicated. Lastly, revision of question #20 (see 
appendix E) is warranted.
Conclusions
The results of this investigation reported that 100% of 
the respondents were aware of the hospital's Universal 
Precautions policies, with 92.5% agreeing that they were 
very familiar with the contents. A trend in the increase in
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knowledge of the Universal Precautions policy was discovered 
when compared with previous research by Ham (1992).
However, 22.5% of the respondents agreed that they do not 
always carry out the Universal Precautions policy in cases 
where they should. Measures such as better accessibility to 
equipment, reminders, review, and education were cited as 
ways to increase compliance with the Universal Precautions 
policy.
This research found that 84.3% of the respondents opted 
to receive the hepatitis B vaccination. Again, an 
increasing trend was discovered when compared with previous 
research by Christian (1990). Actions to increase 
compliance with the vaccine should be directed towards 
education of students, physical therapists, and all health 
care workers.
As the risk and incidence of hospital-acquired 
infections escalates so must the knowledge and proactive 
measures to combat them.
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Universal Precautions
Universal Precautions should be used in the care of all 
patients in which the risk of blood exposure is increased 
and the infection status of the patient is unknown. All 
health care workers should routinely use appropriate barrier 
precautions to prevent skin and mucus-membrane exposure when 
contact with blood and other bodily fluids is anticipated.
1. Gloves shall be worn by staff when carrying out 
procedures in which there will be contact with blood or 
moist body secretions.
2. Gloves shall be changed after single patient use 
and not washed of reused.
3. Hands will be washed between patient contacts and 
immediately if soiled with blood or bodily fluids. Hands 
shall be washed immediately after gloves are removed. Hand 
washing may be the only precaution necessary for many 
patient contacts.
4. Gowns will be worn when soiling with blood or body 
fluids is likely.
5. Masks and goggles shall be worn when splattering or 
aerosolization of blood or body fluids is likely.
6. Health care workers should handle needles/sharps 
with care to prevents injuries from these or other sharp 
devices during procedures.
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7. To prevent needlestick injuries, needles shall not 
be recapped, purposefully bent or broken by hand, removed 
from disposable syringes, or otherwise manipulated by hand.
8. Needles/sharps shall be placed into puncture- 
resistant containers for disposal.
9. Needle/sharp containers, at time of discard, should 
be sealed to prevent access by non-medical personnel.
10. Mouth-to-mouth resuscitation bags, and other 
ventilation devices should be used when possible (CDC,
1987a).
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UNIVERSITY
1 CAMPUS DRIVE • ALLENDALE MICHIGAN 49401-9403 •  616/895-6611
April 22, 1993
To: Whom It May Concern
From: Jane Toot, PhD., FT
Director, Department of Physical Therapy 
Grand Valley State University 
Re: Research Study
Two students, Jill Richards and Patricia Rohrs, in our 
entry-level masters program plan to conduct a study 
investigating the perceptions and knowledge which physical 
therapists demonstrate regarding issues surrounding hepatitis 
B. It is their plan to utilize a questionnaire originally 
developed by Dr. Marshall Becker, PhD and later revised by 
Rosemary Ham M.S.N. This questionnaire will be used in 
combination with one developed by Margaret Christian, RN,
M.A.
I am the chair of the faculty committee and will be 
joined by William Bell, PhD. and Lucille Grimm, B.S.N., EdD. 
The nature of this study has been reviewed by the committee. 
The use of the questionnaire is believed to be appropriate 
for the study. Your permission to utilize would be deeply 
appreciated. The proposal will be reviewed by the 
Institutional Review Board of Grand Valley State University.
Should have you have any questions please feel free to 
call me at 615-895-3356 or to contact one of the 
investigators.
Please fill in the form below and return to Jill Richards.
A self-addressed stamped envelope is included for your 
convenience.
I  ! ’■'  ■'J c  r  j ï ' e  I give perm.ission for the
be utilized :
above letter.
Date
questionnaire^o in the study identified in the 
Pr -
/^.GRAND 
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1 CAMPUS DRIVE •  ALLENDALE MICHIGAN 49401-9403 • 616/895-6611
April 22, 1993
To: Whom It May Concern , ____
From: Jane Toot, PhD., FT
Director, Department of Physical Therapy 
Grand Valley State University 
Re: Research Study
Two students, Jill Richards and Patricia Rohrs, in our 
entry-level masters program plan to conduct a study 
investigating the perceptions and knowledge which physical 
therapists demonstrate regarding issues surrounding hepatitis
B. It is their plan to utilize a questionnaire originally 
developed by Dr. Marshall Becker, PhD and later revised by 
Rosemary Ham M.S.N. This questionnaire will be used in 
combination with one developed by Margaret Christian, RN,
M.A.
I am the chair of the faculty committee and will be 
joined by William Bell, PhD. and Lucille Grimm, B.S.N., EdD. 
The nature of this study has been reviewed by the committee. 
The use of the questionnaire is believed to be appropriate 
for the study. Your permission to utilize would be deeply 
appreciated. The proposal will be reviewed by the 
Institutional Review Board of Grand Valley State University.
Should have you have any questions please feel free to 
call me at 516-895-3356 or to contact one of the 
investigators.
Please fill in the form below and return to Jill Richards.
A self-addressed stamped envelope is included for your 
convejiience.
j y i   give permission for the
questionnaire to be utilized in the study identified in the 
above letter.
Date S j ! ! !
VALLEY
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1 CAMPUS DRIVE • ALLENDALE MICHIGAN 49401-9403 •  616/895-6611
April 22, 1993
To: Whom It May Concern
From: Jane Toot, PhD., FT
Director, Department of Physical Therapy 
Grand Valley State University 
Re; Research Study
Two students, Jill Richards and Patricia Rohrs, in our 
entry-level masters program plan to conduct a study 
investigating the perceptions and knowledge which physical 
therapists demonstrate regarding issues surrounding hepatitis
B. It is their plan to utilize a questionnaire originally 
developed by Dr. Marshall Becker, PhD and later revised by 
Rosemary Ham M.S.N. This questionnaire will be used in 
combination with one developed by Margaret Christian, RN,
M.A.
I am the chair of the faculty committee and will be 
joined by William Bell, PhD. and Lucille Grimm, B.S.N., EdD. 
The nature of this study has been reviewed by the committee. 
The use of the questionnaire is believed to be appropriate 
for the study. Your permission to utilize would be deeply 
appreciated. The proposal will be reviewed by the 
Institutional Review Board of Grand Valley State University.
Should have you have any questions please feel free to 
call me at 616-895-3355 or to contact one of the 
investigators.
Please fill in the form below and return to Jill Richards.
A self-addressed stamped envelope is included for your 
convenience.
I y V-3 r.i 1/ 7; yf give permission for the
questionnaire to be utilized in the study identified in the 
above letter.
Date yi-T/ '  9 J o
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To: Whom It May Concern 
Re: Research Study
Investigators: Patricia Rohrs and Jill Slagal, SPT
Grand Valley State University
As graduate students of Grand Valley State University's 
Physical Therapy Program we are presently doing thesis 
research in the area of hepatitis B virus. Via a 
questionnaire survey we are studying physical therapists' 
perception of their risk for contracting the hepatitis B 
virus. To complete this research we are requesting the 
cooperation of inpatient physical therapists working in 
randomly chosen Michigan hospitals.
To ensure accurate distribution of the questionnaires
we are asking you for an exact count of the number of
inpatient phvsical therapists onlv. Physical therapists 
working with strictly an outpatient population do not meet 
the inclusion criteria for this study and therefore are not 
requested to complete the questionnaire.
It would be greatly appreciated if you could please
fill in the number of therapists which meet the above
criteria on the form below. A self-addressed stamped
envelope is included for your convenience.
After we have received an exact count of therapists, we 
will be sending you the questionnaires, along with self- 
addressed stamped envelopes, to be distributed to the 
therapists in your department.
Should you have any questions please feel free to call
us at 616-669-8617. Thank you for your time.
Thank you.
Patricia Rohrs, SPT
Jill Slagal, SPT
Facility:
Number of inpatient physical therapists:
To: Physical Therapy Supervisor
Re: Research Study
Investigators: Patricia Rohrs and Jill Slagal, SPT
Grand Valley State University
Thank you for providing us with the information needed 
to begin our research study. As we had stated in our 
previous letter we will be asking all physical therapists 
who treat an inpatient population to complete the enclosed 
questionnaires.
We are requesting that you distribute the 
questionnaires to the physical therapists that you indicated 
meet our inclusion criteria. A self-addressed stamped 
envelope is included to enable the therapists to complete it 
at their convenience within a two week time period.
Once again, thank you for taking time to help make our 
research successful. If you should have any questions 
please feel free to contact us at (616) 922-0998.
Thank you.
Patricia Rohrs, SPT
Jill Slagal, SPT
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To: Whom It May Concern 
Re: Research Study
Investigators: Patricia Rohrs and Jill Slagal, SPT
Grand Valley State University
We would like to thank you for taking time to 
participate in our research study. The purpose of our study 
is to determine whether or not physical therapists perceive 
themselves as being at risk for contracting the hepatitis B 
virus. We will also examine knowledge regarding universal 
precautions as well as compliance with the hepatitis B 
vaccination series.
The criteria used to develop our sampling frame was as 
follows: you must be a licensed physical therapist working
in a Michigan general hospital greater than 200 beds with 
five of more therapists on staff. In addition, you must 
work with an inpatient population. From the sampling frame 
a random number table was used to determine our sample 
population.
We estimate it will take approximately ten minutes to 
complete this questionnaire. The envelopes are marked in 
such a way so as to keep a record of which facilities 
returned all questionnaires for the purpose of a second 
mailing. Confidentiality will be maintained at all times. 
Participation in this study is strictly on a voluntary 
basis.
By filling out this questionnaire you will be giving 
your consent to use the data obtained from it. If you would 
like a copy of our results, enclose on a separate piece of 
paper your name and address.
Please return the questionnaire within two weeks. A 
self-addressed stamped envelope has been included for your 
convenience. Should you have any questions regarding the 
questionnaire or our research study, please feel free to 
contact us at 616-922-0998.
Thank you.
Patricia Rohrs, SPT
Jill Slagal, SPT
APPENDIX E 
INFECTION CONTROL SURVEY
65
Hepatitis B Survey 1
Please ind icate  y o u r level o f agreem ent o r disagreem ent w ith the  following 
s ta tem ents by placing a circle around  the ap p ro p ria te  num ber.
Strongly Strongly
Agree D isagree
1. I have extensive contact with patients who have 1 2 3 4 5 6 7
diseases/infections transmitted by the blood
borne route (e.g. Hepatitis B o r AIDS).
2. I w orry that my work activities put me at risk o f 1 2 3  4 5 6 7
contracting hospital acquired infections.
3. I worry that my work activities put me at risk o f 1 2 3 4 5 6 7
contracting Hepatitis B.
4. I f  I had Hepatitis B my future would be ruined. 1 2 3 4 5 6 7
5. I would rather have any other disease besides 1 2 3 4 5 6 7
Hepatitis B.
6. I f  I had Hepatitis B I could still live a normal 1 2 3 4 5 6 7
life with proper treatment.
7. I f  I got Hepatitis B my present and future 1 2 3 4 5 6 7
sexual relations would be destroyed.
8. 1 am the kind o f person who gets sick often. 1 2 3 4 5 6 7
9. I am not the kind o f person who is likely to get 1 2 3 4 5 6 7
Hepatitis B.
10. I f  I had Hepatitis B I would probably die soon. 1 2 3 4 5 6 7
11. Are you aware o f the hospital's Universal Yes No
Precautions Policy?
If  you answer is No to the question above skip 
to  Question 18.
Strongly Strongly
Agree Disagree
12. I am very familiar with the contents o f the 1 2 3 4 5 6 7
Universal Precautions Policy.
13. I think Universal Precautions Policy should be 1 2 3 4 5 6 7
applied to  every patient.
14. Sometimes I am too busy to  carry out the 1 2 3 4 5 6 7
Universal Precautions Policy in cases where I
should.
15. Sometimes I forget to carry out the Universal 1 2 3 4 5 6 7
Precautions Policy when I should.
16. Following the Universal Precautions Policy 1 2 3 4 5 6 7
would significantly decrease the chances o f my
contracting a hospital-acquired infection.
17. Following the Universal Precautions Policy 1 2 3 4 5 6 7
would significantly decrease the chance o f my
acquiring Hepatitis B.
18. In general I am not as likely to  get as sick as 1 2 3 4 5 6 7
most of my co-workers and friends.
19. My chances o f getting Hepatitis B sometime in 1 2 3 4 5 6 7
my career are high.
20. Working in a physical therapy department 1 2 3 4 5 6 7
decreases my chances o f getting Hepatitis B.
21. I have had the Hepatitis B vaccination series? Yes No
I f  you answered yes to question 21 skip to 
question 23
22. Did the following reasons influence you not to 
take the Hepatitis vaccine.
(If female) Concerns o f  pregnancy or breast Y N
feeding.
Newness o f  the vaccine. Y N
Schedule o f doses too complicated. Y N
Concern over side effects. Y N
Avoid medications whenever possible. Y N
Concern o f  getting AIDS from the vaccine. Y N
Not enough exposure to Hepatitis B to get Y N
vaccine.
Hepatitis B is not a serious disease Y N
Vaccine is not effective Y N
Cost to the employee. Y N
Concern about pain and discomfort. Y N
Vaccine administration is inconvenient. Y N
No one recommended it to me. Y N
Friend recommended against it. Y N
Concern about getting Hepatitis B from the Y N
vaccine.
Other (write in ):
23. What would help you to follow Universal Precautions?
24. What type o f patient population do you primarily work with (Check all that 
apply)
( ) Acute post surgical 
( ) Acute amputee 
( ) W ound care 
( ) Orthopedic ( non surgical )
( ) Neurological 
( ) Pediatric 
( ) Geriatric
25. I am;
( ) 20-30 years o f  age 
( ) 31-40 years o f  age 
( ) 41-50 years o f  age 
( ) 51-60 years o f  age 
( ) 61 + years o f  age
26. I have w orked in the health field:
( ) 2 years or less
( ) 3 years to 5 years
( ) 6 to  10 years
( ) M ore than 10 years
Thank You Very ÜÆuch For Your Help
1 This form Is used with the permission of Marshall Becker, Ph. D., 
Rosemary Ham, RN. M.S.N., and Margaret Christian, RN, M.A.
